Discussion
These patients, who had previously required large doses of sympathetic blocking drugs to control their blood pressure, illustrate the use of propranolol in hypertension.
We have been using beta receptor blocking drugs in the treatment of hypertension for several years (Prichard 1964 , Prichard & Gillam 1964 . Others have reported a less impressive hypotensive action from propranolol but they have used it either for a shorter period and/or at a fixed or overall lower dosage (Richards 1966 , Paterson & Dollery 1966 , Waal 1966 . Dosage varies and should be adjusted to suit individual patients. How the hypotensive action results is a matter for speculation (see Prichard 1966) . The full hypotensive action may take some weeks to reach its maximum and it is suggested that the cardiac response to pressor stimuli is reduced (e.g. Valsalva's manceuvre, Prichard & Gillam 1966) and the baroceptors become reset at a lower level. As is illustrated by these three patients, this blockade of the cardiac sympathetic does not impair the response of the blood pressure to posture and ordinary levels of exercise in contrast to sympathetic blocking drugs. There is some exercise hypotension in normals (Epstein et al. 1965 ) and hypertensives (Shinebourne et al. 1968 ) at high levels of work.
We have extended our observations and have treated over 100 hypertensives (some 80 of whom had previously required sympathetic blocking drugs) with propranolol, usually with good control of the supine blood pressure and the elimination of postural and exercise hypotension (Prichard & Gillam 1968 ).
Necrosis of the Rectum Complicating
Agranulocytosis due to Amidopyrine David Heath FRCS (for Professor Harold Ellis DM FRCS) (Westminster Hospital, London) Woman aged 23. Nurse History: While working in Switzerland, the patient suffered a mild illness in May 1967 for which she took Cibalgin tablets (amidopyrine 0-22 g, diallylbarbituric acid 003 g). She developed a fever, sore throat and sore gums; treatment with intramuscular penicillin and Cibalgin suppositories produced relief.
The sore throat recurred in June 1967 and she was given Cibalgin suppositories but became febrile. Penicillin was given once more together with further Cibalgin suppositories. The fever persisted and painful ulceration of the anal margin was noticed. A white cell count revealed no granulocytes and 500 lymphocytes per mm3.
She was admitted to the H6pital Cantonal de Lausanne and was treated with prednisone 50 mg and ampicillin 8 g daily. The white cell count gradually rose and the granulocyte count improved.
With the increase in granulocyte count a phlegmonous pararectal mass developed which fistulated into the rectum, destroying the anal canal, sphincters and lower rectum.
On 14.7.67 examination of the perineum revealed a large cavity with necrotic skin over the buttocks, the rectum hanging freely in the sacral concavity. Debridement was performed and a left iliac sigmoid colostomy was made. The cavity healed slowly and the buttock area became covered with granulation tissue. She was transferred to Westminster Hospital on 10.8.67, when she was afebrile, pale and wasted.
The perineal cavity was examined on 11.8.67 and the rectal stump was visible at the vault of the cavity. On 18.8.67 excision of the rectal remnant was performed leaving the existing colostomy in the left lower quadrant. The patient progressed well and on 31.8.67 Thiersch grafts were applied to the raw granulating areas on the buttock. She subsequently progressed well, the perineum being almost healed by the time of her discharge from hospital on 6.10.67.
Comment
The syndrome of agranulocytosis was first described by Werner Schultz in Germany in 1922 as a condition characterized by neutropenia, fever, prostration and ulceration of the mouth.
During the next decade, many cases of agranulocytosis were ascribed to toxic drug reactions. Foremost among such drugs was amidopyrine which accounted for 80% of all drug-induced agranulocytosis in the United States in 1938. Since then innumerable reports of amidopyrineinduced agranulocytosis have appeared, many with a fatal outcome. Amidopyrine preparations are not now available in this country, Cibalgin itself having been withdrawn in 1962.
The present case illustrates an uncommon manifestation of agranulocytosis. Ulceration of the ano-rectum may be a feature in various blood dyscrasias where the white cell count is abnormal. In an American series of 409 patients mostly suffering from leukaemia, 3 5 % presented with ano-rectal lesions (Blank 1955) .
A closely similar case was recorded by Viguie (1964) in which a patient developed severe anorectal ulceration after amidopyrine and subsequently died. Another report by Silvers (1933) describes necrosis of the rectum complicating agranulocytosis in which there was no mention of any drug being involved.
Although amidopyrine is not available in any form in this country, it is suggested that druginduced agranulocytosis should be remembered as a bizarre cause of ano-rectal ulceration. The present illness began insidiously in September 1953, and has consisted of recurrent episodes of febrile respiratory illnesses, lasting 6-10 weeks. Each episode adhered to a basic pattern, characterized by constitutional upset, feverishness without rigors, cough productive of purulent sputum which occasionally contained plugs and blood, and also chest pain. The plugs have been seen to be firm cylindrical segments of dirty green inspissated sputum averaging 2 x 0 5 cm. Occasionally expectoration of plugs was followed by expectoration of mud-coloured sputum amounting to as much as a cupful in three hours, and subsequent improvement.
Bronchiectasis in Allergic Bronchopulmonary

Aspergiliosis
The chest pain was of a dull quality varying in position and worsening on movement, deep breathing and coughing.
Between episodes the patient has been symptom free.
Noteworthy in the history is the absence of symptomatic asthma.
Among the tentative diagnoses put forward since 1953 were lung abscess and recurrent pneumonia of unknown etiology.
